Correspondents are urged to write briefly so that readers may be offered as wide a selection of letters as possible. So many are now being received that the omission of some is inevitable. Letters should be signed personally by all their authors.
Cost to N.H.S. of Social Outcasts with Organic Disease
SIR,-Drs. N. J. Cooke and I. W. B. Granrt (19 April, p. 132) are probably not to bRlame for the initerest and comment their communication has aroused in the national press. The facts they present highlight a real social and medical problem; the interpretation of the facts is more arguable.
Their single patient spent 554 of his 1000 inpatient days in one hospital and 796 in only two hospitals over seven years. This does not quite fit the picture painted in their introductory paragraph. Tihe figures also suggest that the record system of some at least of the institutions concerned, coupled with awa,reness of the problem on the part of admitting officers, might have been adequate to prevent admission on occasions when his symptoms could have been managed on an outpatient basis. Their facts are also an indictment of "routine investigations," to which their patient was "inevitably subjected." However, our main concern is to highlight the fact that this group In London the prototype for a better syste,m has been in existence for 20 years. Many homeless and destitute men with physical illness come to the Camberwell Reception Centre specifically to avail themselves of the services of the visiting medical officers and the sick-bay. X-ray and pathology services are provided by local hospitals and it is probable that the patient described by Drs. Cooke and Grant could have been treated quite adequately in these facilities. Unfortunately these few beds are under pressure, and for the lodging-1house population the problem of access to medical care remains, as the voluntary organizations continue to remind us.2 This need was also uncovered in a recent survey of the homeless destitute men at the Gamberwell Reception Centre,3 the clients of which are drawn largely frrom common lodging-house users. It was found that the mentally ill and physically handicapped were retained in the centre in most unsuitable surroundings for long periods for wanrt of proper alternative facilities. It has any place for treatment of falciparum malaria when sulfadoxine wi.th pyrimethamine shows a good curative effect. The trend of introducing some potent, new antibiotics for the treatment of falciparum malaria would have been justified if we had no other alternatives and if these compounds could be used with a reasonable degree of safety. However, both these criteria are still wanting with regard not only to the lincomycin group of antibiotics, to which clindamycin belongs,' but also to the tetracyclines, the use of which was the subject of a leading article2 and of subsequent correspondence three years ago.
Colvell et al. 3 showed that the oDmbination of quinine with tetracycline was of some value for the treatment of falciparum malaria in Thailand, and Rieckmann et al. 4 described a similar synergistic effect of amodiaquine and tetracycline against two strains of Plasmodium falciparum from Vietnam. Wihile these studies are of interest, the side effects of tetracyclines must not be treated lightly. Because of its systemic anabolic action tetracycline will often increase azotaemia in any patient with renal impairment. It may also cause liver damage and gastroiintestinal troubles, besides such sequelae as deposition in growing bones or teeth. Minocydline, related to tetracycline, has also been used in Thailand for the treatment of acute malaria. Vestibular disturbances following the use of minocycline for other diseases have been observed in the U.K.,5 and a high incidence of these side effects has now been signalled in the U.S.A. 6 There is no doubt ,that at the present time the best and safest treatment of severe falciparum malaria resistan.t to 4-aminoquinolines is quinine followed.by -the comnbination of sulphadoxine (1-1-5 
